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L 000 INITIAL COMMENTS L 000

 This visit was for the addition of an Inpatient Unit .    

Survey date:  11-28-12 to 11-29-12.

Facility #:  005809

Medicaid vendor #:  200141750A

Surveyor: Janet Brandt, PHNS, RN

  

Skilled Unduplicated Census:  14

St. Anthony Hospice was found to be in  

compliance with IC 16-25-3 and the Condition of 

Participation 42 CFR 418.110 as related to the 

Inpatient Unit.

Quality Review: Joyce Elder, MSN, BSN, RN

December 3, 2012
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